A further challenge of 5-fluorouracil was not felt to be appropriate since the symptoms were very unpleasant, and we felt that they could be attributed to the presence ofthe drug in the tear film. A direct correlation has been shown between the amount of lacrimation and the concentration of fluorouracil in the tears.6 Side effects due to ocular surface toxicity are well documented and include blurred vision, excessive lacrimation, irritative conjunctivitis, keratitis, blepharitis, cicatricial ectropion, and punctal stenosis.'457 We thought it was of interest to record this new presentation which proved reversible upon discontinuing the 5-fluorouracil therapy.
7 Caravella LP, Burns JA, Zangmeister M.
Punctal-canalicular stenosis related to systemic fluorouracil therapy. Arch Ophthalmol 1981; 99: 284-6. Fractured laser fibreoptic cord EDITOR,-The report by Bloom et al' on lenticular burns following argon panretinal photocoagulation is interesting. This article highlights an unusual complication ofposterior segment laser surgery. The source of the problem was the fibreoptic cord. We would like to emphasise the importance of maintenance of fibreoptic cords.
Our department now uses a double frequency YAG 'crystal focus emerald' laser (Biovision, Park Center, Walnut Creek, CA, USA) which produces monochromatic green light of 532 nm for posterior segment laser surgery. This solid state photocoagulator incorporates a helium neon system to allow visualisation ofthe aiming beam. Several authorised laser users complained that the aiming beam could not be seen as before and was only visualised after certain modifications were made including decreasing the overall illumination and using a red free filter; however, this led to poor resolution of retinal details. It was also noted that an increased power level was required to obtain the same retinal response. Peripheral photocoagulation became extremely difficult and treatment of all patients requiring macular laser treatment had to be postponed.
The manufacturers of the laser were asked to inspect the system and it was found that the fibreoptic cord was kinked and damaged at its entry to the microscope housing. Replacement of the cord and securing it in a better position led to resolution of the initial problem. A 15-year-old Asian girl presented in November 1990 with gradual, painless reduction of vision in both eyes over the previous 2 years. Examination revealed a visual acuity of 6/9 in each eye with a low myopic correction. She had bilateral panuveitis, early posterior subcapsular lens opacities, mild diffuse retinal vasculitis with inferior vitreous snowballs but no frank snowbanking. The right iris stroma showed multiple, tiny, refractile crystalline deposits. A few pupillary iris (Koeppe) nodules were noted in each eye and a number of small follicles were seen in the inferior conjunctival fornices. She was treated with topical steroids only and thoroughly investigated. The only abnormalities detected were a slightly raised serum IgE and an iron deficiency anaemia. Biopsy of the conjunctival follicles showed chronic inflammatory change only. In June 1991, her vision dropped to 6/18 right and 6/24 left due to macular oedema. She underwent a short course of systemic steroids with rapid improvement in vision. When she was last reviewed in February 1993 her vision was 6/24 right, 6/9 left; the cause for the reduced right vision being a combination of lens and vitreous opacities. Interestingly, apart from at presentation, the iris crystals were not seen again until her visits in November 1992 and February 1993. At no time were crystals seen on the left iris.
It is likely that she may require right cataract extraction in the near future, which will allow detailed analysis to be performed on this unusual physical sign. 
